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Table. Elective open EVAR conversion (OSC) vs primary open
juxtarenal aneurysm repair (POR)
Variable (n, %) OSC (n ¼ 25) POR (n ¼ 25) aP value
Age (years 6 SD 72.8 6 10 70.7 6 7.4 .3
Male Gender 20 (80%) 21 (84%) 1
Aneurysm Diameter
(cm 6 SD)
7.2 6 1.7 6.4 6 1-2 .04
Comorbidity
Hypertension 24 (96%) 23 (92%) 1
Dyslipidemia 15 (60%) 19 (76%) .4
Coronary Artery Disease 14 (56%) 15 (60%) 1
Congestive Heart Failure 4 (16%) 5 (20%) 1
Chronic Pulmonary Disease 3 (12%) 11 (44%) .03
Diabetes mellitus 8 (32%) 4 (16%) .3
Chronic Renal Insuff
(Cr $1.8)
3 (12%) 2 (8%) 1
Mean number
comorbidities
3.3 6 1.7 3.5 6 1.8 .7
Intraoperative Data
ASA 4 15 (60%) 14 (56%) 1
Retroperitoneal Exposure 14 (56%) 18 (72%) .4
Renal Bypass 4 (16%) 7 (28%) .4
Estimated blood loss
(mL 6 SD)
3247 6 3184 1820 6 1132 .08
Crystalloid (mL 6 SD) 3274 6 2050 2796 6 1502 .4
Cell Saver (mL 6 SD) 1304 6 1404 738 6 581 .1
Plasma (units 6 SD) 2.8 6 2.8 .9 6 1.3 .02
Cross-clamp position
Supra/lntrarenal 11 (44%) 17 (68%) .3
Supramesenteric 9 (36%) 8 (32%) 1
Renal ischemia time
(min 6 SD)
24 6 9 27 6 14 .6
Visceral ischemia time
(min 6 SD)
27 6 10 23 6 6 .3
Total procedure time
(min 6 SD)
282 6 117 227 6 82 .03
Postoperative Outcomes
Length of stay (days 6 SD) 11 6 7 10 6 9 .4
ICU stay (days 6 SD) 5.8 6 6.8 4.4 6 6.2 .2
Ventilator days (6SD) 2.7 6 5.3 1.6 6 5.0 .06
Major Complications 8 (32%) 9 (36%) 1
Cardiac 9 (36%) 4 (16%) .2
Pulmonary 5 (20%) 5 (20%) 1
Renal 7 (28%) 5 (20%) .7
Bleeding (>4 units, or
return OR)
2 (8%) 1 (4%) 1
30-day mortality 1 (4%) 1 (4%) 1
In-hospital mortality 2 (8%) 1 (4%) 1
aMann-Whitney test for continuous variables and ordered categorical vari-
ables; Chi-square or Fischer exact, when appropriate; ASA ¼ American
Society of Anesthesiologists
Fig.
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complications, cross-clamp and procedure time, blood loss, and length
of stay.
Results: Demographic and comorbidity data in the OSC and POR
groups did not differ with the exception that POR patients presented
with smaller aneurysm diameter and a higher rate of chronic obstructive
pulmonary disease (Table). Compared with POR, OSC patients more
frequently underwent a nontube graft repair (OSC, n ¼ 6 [24%] vs POR,
n ¼ 20 [80%]; P ¼ .0002], required longer procedure times (P ¼ .03), and
received greater volumes of plasma transfusion (P ¼ .02). With respect to all
other measured outcomes, no signiﬁcant differences were detected between
the two groups (Table). The 30-day mortality was 4% in both groups
(observed difference in rates ¼ 0%, 95% conﬁdence interval for difference in
mortality rates ¼ [14.0%, 14.0%]; P ¼ 1). One-year survival was 83.3% in
OSC and 90.5% in POR (observed difference in survival rates, POR-OSC ¼
7.2%, 95% conﬁdence interval for difference in rates ¼ [15.3%, 29.2%];
P ¼ .65).
Conclusions: Although there have been many advances in EVAR
technology, the need for OSC persists, and may become more common
as older generation devices fail. OSC can be technically challenging, but is
not associated with increased morbidity or mortality when compared withPOR. These results should be considered before pursuing complex endovas-
cular remediation of EVAR failures.
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Objectives: Complications attributed to central venous stenosis and
subsequent thrombosis are increasing in frequency and are most commonly
associated with neointimal ﬁbroplasia from venous access procedures as well
as neoplastic, ﬁbrotic, and traumatic pathologies.
Methods: We present the successful venous bypass and thoracic wall
reconstruction in a patient with chronic atypical symptomatology secondary
to brachiocephalic vein occlusion from congenital thoracic dystrophy.
Results: A 58-year-old female presented with chronic holocephalic
retro-orbital exertional headaches and an increased frequency of atypical
symptomatology including intermittent vertigo, neck and shoulder
discomfort combined with bulging of her left sided neck veins. She had
no previous venous thromboembolic disease, venous access catheters, or
trauma. In December 2011, her headaches increased in frequency and
severity and she also became syncopal on rising from a lying position. A
contrast-enhanced CT angiogram identiﬁed signiﬁcant narrowing of the
left brachiocephalic vein between the sternum and descending thoracic
aorta with concentric narrowing relating to either intraluminal thrombus
or extrinsic compression. The anterior/posterior dimension between the
sternum and spine was narrowed at less than 3.5 cm. Venography revealed
a ﬁlling defect in left brachiocephalic vein and normal patency of the other
great veins. She described consistent short-term relief after multiple percu-
taneous brachiocepahlic vein thrombolysis, angioplasty, and stenting
procedures performed at an outside institution. Repeat CT imaging sug-
gested extrinsic compression of the previously inserted brachiocephalic
stent. She was referred to vascular surgery where it was determined that
operative decompression and venous bypass was warranted due to extrinsic
pressure created between the sternum and aortic arch due to pectus exca-
vatum. To expand the diameter of the upper chest, the upper manubrium,
clavicle, sternum, and ribs were released from scar tissue and the pectoralis
muscles were elevated. Multiple transverse rib osteotomies were performed
from the ﬁrst to third ribs at their sterno-costal junctions.The manubrium
itself was depressed inward, and a sternal osteotomy was necessary to
elevate it. The left ﬁrst and second ribs were grossly deformed and were
excised leaving a 3-4 cm chest wall hernia that was subsequently closed
with XCM biologic tissue matrix. The right great saphenous vein was
endoscopically harvested and used to construct a spiral graft to bypass
the left brachiocephalic vein between the junction of the left internal
jugular and brachiocephalic vein to the superior vena cava. Intraoperative
duplex assessment conﬁrmed good ﬂow in the vein bypass. The chest
wall was reconstructed utilizing titanium plating and FiberWireTM to
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brium was elevated to a more anterior position, a signiﬁcant deﬁciency in
clavicle length was present, especially on the left side. Bilateral autologous
semitendinosus grafting of clavicles to manubrium was performed (Fig).
Postoperatively, the patient had an uneventful recovery and remains well 7
months later.
Conclusions: Although acute central vein obstruction warrants
urgent intervention, treatment of chronic occlusions remain less descript.
Despite reported equivocal results between operative intervention and
repeated angioplasty, open brachiocephalic vein bypass is suggested for
longer term relief in patients with any etiologic anatomic compression.
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Objectives: Mycobacterium bovis Bacille Calmette-Guerin (BCG)
immunotherapy is a common adjuvant treatment for bladder cancer. While
some side effects are mild, severe complications such as osteomyelitis and
mycotic aortic aneurysm can occur. Because of the life threatening nature
of these complications, better understanding of diagnosis and treatment
options is essential.
Methods: A 73-year-old Caucasian male with a history of bladder
cancer treated with BCG vesicular immunotherapy presented with weight
loss and back pain. Outside hospital magnetic resonance angiography study
revealed a saccular Extent IV thoracoabdominal aortic aneurysm (TAAA) as
well as osteomyelitis of the thoracic spine. The patient was transferred to
a tertiary referral center for further management.
Results: Following transfer, computed tomography angiography
(CTA) conﬁrmed the presence of a 7.2 cm saccular Extent IV TAAA
involving the visceral segment and proximal abdominal aorta (Fig 1).
After preoperative work-up, the patient underwent urgent open repair via
a left thoracoabdominal approach through the eighth intercostal space.
Repair was performed with initial descending thoracic aorta to left renal
artery bypass with 6 mm polytetraﬂuoroethylene with subsequent proximalFig 1. A,Coronal view CTA image (red arrow indicates saccular aneurysm).
B, 3-D reconstruction (red arrow indicates saccular pseudoaneurysm).
Fig 2. A, Coronal view. B, 3-D reconstruction (arrows indicating aorta-left
renal bypass; proximal and distal anastomoses of vascular repair).aortic cross clamp at the level of the diaphragm just below the aorta-renal
bypass, to maintain left renal perfusion during the period of aortic cross-
clamp. The aorta was replaced from the visceral segment, utilizing a bev-
eled proximal anastomosis, to the mid-infrarenal aorta with a 22 mm
rifampin-impregnated Dacron graft given the suspicion for mycotic aneu-
rysm. Intraoperative ﬁndings revealed a large pseudoaneurysm which
involved the visceral segment and proximal infrarenal aorta and had eroded
into the spinal column. Following surgery the patient recovered unevent-
fully with no signs of infection. Intra-operative culture of the aneurysm
wall conﬁrmed the presence of Mycobacterium bovis necessitating a 9-
month course of ethambutol, isoniazid, rifampin and pyrazinamide.
Follow-up at 6 months revealed no signs or symptoms of infection, and the
patient continues to do well. CTA at 3 months demonstrated an intact
repair with widely patent aorta-left renal bypass graft and no evidence of
residual infection (Fig 2).
Conclusions: Mycotic thoracoabdominal aortic aneurysm secondary
to BCG treatment for bladder cancer is a rare, but serious complication.
Awareness of potential mycotic aneurysm is important, particularly in
patients presenting with constitutional symptoms and abdominal pain
following BCG treatment. Given the associated inﬂammation, there is
a high risk of rupture, necessitating prompt diagnosis and treatment. The
infectious component must also be considered, and a multidisciplinary
team including surgery and infectious disease specialists is essential for repair
and prevention of recurrent infection. To our knowledge, this represents the
ﬁrst reported case of repair of a mycotic TAAA following BCG therapy and
demonstrates that with prompt diagnosis, treatment, and appropriate anti-
biotic coverage, good outcomes can be achieved.
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Objectives: Hemodynamic strokes or transient ischemic attacks (TIA)
s are often associated with episodes of hypoperfusion, such as orthostasis,
heart failure, or changes in antihypertensive regimen. Herein, we describe
the management of a patient with TIAs associated with the hemodynamic
consequences of coughing.Fig.
